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INITIAL COMMENTS

A licensure survay was conducted on October 27,
2008 through October 28, 2010. A random
sample of three residents was selocted from a
resident population of two women and four men
with various disabifiies.

The findings of the survey were based on
observations, interviews with staff and residents
in the home, as well as a review of resident and
administrative reconds, including incident repors.

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclnse the
criminal history of the prospective employee or
conteact worker for the pravious seven (7) years,
in all jurisdictions within which the prospective
amployee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute s not met as evidenced by:

Based on the review of personnel records and
interview, the agency failed fo ensure criminal
background checks for all jurisdictions in which
tha amployees had worked or resided within the
seven (7) years prior to the check, for one of the
fifteen (15) staff employed. (Staff #15)

The findings include:

on October 28, 2010, beginning at
approximately 10:30 a.m., review of the
personnei recards revesled Direct Care (Staff
#15) had no documented evidence of a
comprehensive criminal background check on file
for review, '

The Program Director and the qualfled Mentally
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retarded professional (QMRP) acknowledged the
aforementioned findings at approximately 4:00
p.m. the same day.
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INITIAL COMMENTS

A licensure survey was conducted on October 27,
2009 through Qctober 28, 2010. A random
sample of three residents was selected from a
resident populstion of two women and four men
with various disabilities,

The findings of the survey were based on
ohservations, intarviews with staff and residents
in the home, as well as a review of resident and
administrative records, Including incident reports.

3502,15 MEAL SERVICE / DINING AREAS

Menus shall be written on a weekly basig, shall
provide a variety of foods at each meal, and be
varied from week to week and adjusted for
seasonal changes.

This Statute is not met as evidenced by;

Based on Interview, the facility falled to ensure
that menus were written on a weekly basis for six
of six residents (Residents #1, #2, #3, #4¥#5, and
#5).

The findings include:

Interview with the program director on October
28, 2010 at approximateiy 4:17 p.m, revealed that
they "don't do menus." According to the program
director, she trained the staff on each resident's
individual diet. Further Interview with the program
director reveated the direct care staff had been
inatructed to write down what was served for
each meal daily and then forward weekly to the
prrgjragn director for review and follow-up as
needed.

At the ime of the survey, there was no
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documentad evidence that menus were written in . Dvenr [oto cLearec U / 22/ Ve
advance, at least on a weekly basis. .
Y Omd ¢ LD M
| 090 3504.1 HOUSEKEEPING 1080 an Chde - "“w‘/’%

The |nterior and exterior of each GHMRP shall be é"’] Hé— a,

maintained in a safe, clean, orderly, attractive, -2_.77..,4 (20 o(zaf,,w( ﬁ'\

and sahitary manner and be free of oL f
accumnuiations of dirt, rubbish, and objectionable W% /N8
adars, '

A -v1 (SO T Mﬁ.p&.u cfotar
This Statute is nat met as avidenced by, M ¢ O

Basad on observation, the Group Home for He C .
Persons with Mental Refardation {GHMRP) fziled ' '
to ensure the interior of the GHMRP was 3505, j _

§
T

maintained in a safe, clean, orderly, attractive and
sanitary manner,

The findings include: ! Lo, Kre i—ﬁma‘\ 7>
During the en\nronmental inspection an October A N ’ - (‘Q—th’

28, 2010, at approximately 2:00 p.m. the following bnﬁ,o e Clen At
deficlencies were observed: m oo ’ F &"an_’ ‘
1. The kitchen oven had excess grease on the P ?"- (o -

inside. Tlée toaster oven had excessive grease "ﬁ / 23//0. Ire QA M
and bread crumbs inside it z du A 0( ~ &o “;‘.’.1,

2. In bedroom #1 occupied by resident #4, the
ceiling fan had dust on it

These deficiencies were acknowledged by the

qualified mental retardation professional (QMRP)
at approximately 3:00 p.m. the same day.

1123 3505.4(a)(1) FIRE SAFETY 1123

Each GHMRP shall have on the premises the
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(a) Written policies and procedures that ar:em (P 0 ) ) %Me,
approved by the Fine Chief, which shall be
readlly accessible to staff and residents and shall PP b Z ;a,é" M .
include the following: g ;
oo s R
(1) The instructions and plans that are to be LAy
followed In case of fire, explosion, or other . H‘}) )
70“'/"77'4-;% /

This Statute is not met as avidenced by:

Based on observation, record review and
Interview, the Group Home for persons with
Mental Retardation (GHMRP) falied to ensure
instructions and plans that are to be followed in
case of fire, explosion, of other emergency was
carried out during a fire dril) on the day of survey.

The finding includes:

On October 28, 2010 at approximataly 9:00 a.m.
one of the group home's care staff informed the
surveyor that he was about to conduct a fire driil.
The fire alarm was set at approximately 9:02 a.m.
At that time, Core Siaff
#1 was observed taking Resident #1 In his wheel
chair out of the group home's back door. The
core staff was observed to place the resident on
the back parch at the top of the stairs. it should
be noted that the other residents (Reskients #2,
and #5) was escorted by other core staff down
the back stairs away from the house. Resldents
#2 and #5 was observed standing in the back
yard near the parked cars. Interview with Core
Staff #1 was conducted to ascertain information
ragarding why Resident #1 was left at the top of
the stairs during the fire drill. According to Core

25791

(2015770 Fre frecA
+.7QM &Z)O/'f‘ o C G,

e
7 o

rndect

leaith Reguiation Agministration
iTATE FORM

/
%wwﬁ

W gentituation sheet 3 of 11

Do/ HRLA



Al/18/2011 0%:08 202387893~3 LARCHE PAGE 87/14
PRINTED: 11/17/2010
FORM APPROVED
Health Reguiation Administration
STATEMENT OF DEFICIENCIES PLIER/CLIA {X2) DATE SURVEY
AND PLAN OF GORREGT{ON (4.3} ’Elég\_‘{iga%%: rliﬁma%é; {(%X2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
B. WING
HFD12-0007 10/28/2010

NAME OF PROVIDER OR SUPPLIER

L' ARCHE

STREET ADDRESS, CITY, STATE, ZIP CODE

2474 ONTARIO RD, NW
WASHINGTON, DC 20008

{(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG -

CROSS-REFERENCED TD THE AFPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5
COMPLETE
DATE
DEFICIENGY)

1123

1 206

Continued From page 3

Staff #1, Resident #1 was able to ambulate, but
"we don't take him down the stairs unless it's
necessary because he has COPD. They let him
walk as less as possible."

: The surveyor requested the GHMRP's Fire

Evacuation Plan during the exit held on October
289, 2010. A copy of the GHMRP's policy and

procedures was received via fax on Novemnber 3, |

2010. Review of the policies and procedures
entitled "Fire Evacuation Plan Steps” the following
instructions revealed "the assembly area monitor
and all core persons shall proceed directly to the
assembly area located at the comer of Euclid and
Ontario Road. Atthe assembly area, the
assembly area monitor will immediately take a
count to ensure that everyone Is present or
accounted for. DO NOT GO BACK INSIDE the
house once you are outside."

During the fire drill, the residents were not
observed to be escorted to Euclid and Ontario
Rd. The staff and residents wera cbsarved to
continue standing in the back yard. Additionally,
Core Staff #1 was observed to go back inside of
the GHMRP.

At the time of the survey, the GHMRP failed to
ensure their core staff implemented the Fire
Evacuation Plan/Instructions as written in their
policies and procedures,

3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician's
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties.

1123
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This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for Mentally Retarded FPersons (GHMRP)

falled to have evidence that an annual screening
was performed by each employee, as required by
this section for 6 of 15 direct care staff and 1 of 3
consultants. ( Staff #1, #3, #5, #10, #12, #14 and
the podiatrist)

The finding includes:

- On October 28, 2010, at approximately 10:30
a.m,, review of the personnel records revealed
the GHMRP failed to have evidenca of current
health certificates on file for (Staff #1, #3, #9,
#10, ##12 #14 and the podiatrist. Interview with
the residential director during the review '
confirmed that the health corticates for the
aforementioned staff were expired,

F379 3519.10 EMERGENCIES f 379

In addition to the repbrting requiremeant in 3519.5,
each GHMRP shall notify the Department of
Health, Health Facilities Division of any other
unusual.incident or event which substantially
interferes with a resident ' s health, welfare, living
arrangement, well being or in any other way
piaces the resident at risk. Such notification shall
be made by telephone immediately and shall be
foliowed up by written notification within
twenty-four (24} hours or the next work day.

This Statute is not met as evidenced by:

Health Regulation Administration
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Based on interview and review of the incident
reports, the Group Home for Mentally Retarded
Persons (GHMRP) failed to ensure that all
incidents that presented a risk to residents' health
or safety were reported immediately lo the
Department of Health (DOH), Health Regulation
Administration, for two of the six residents
(Resident#1 and #4) residing in the facility.

The finding includes;

1. Review of the GHMRP's incident reports on
October 27, 2010 beginning at 9:40 a.m.,
revealed an incident report dated May 1, 2010
involving Resident#4. According to a form
entitled "View Consumer incident," Resident #4
was noted with dark urine and swelling of his
ankles. Further review of the aforementioned
form revealed the resident was transparted to a
local emergency room to also rule-out the
possibility of a biood-clot,

At the time of the survey, the facility failed to
report this incident that substantially intarfered
with the resident's health and safety to the

| Department of Health (DOH) within 24 hours. It

should be noted that the incident nvolving
Resident #4 was reported to DOH on May 9,
2010, eight (8) days after the incident occurred.

2. On October 27, 2010 at approximately 10:52

g.m., a form entitled “View Consumer Incident
Form" was reviewed, According to the report,
Resident #1 was involved in another incident on
January 8, 2010. Further review of the report
revealed the resident had complained of leg pain
In his calf. Initially seen by his Primary Care
Physician (PCP) on January 4, 2010, On Januaty
6, 2010, Resident #1's pain worsened and was

L' ARCHE WASHINGTON, DC 20009
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taken to the emergency room for further
evaluation and diagnosed with "Bakers Cysts”
(swelling caused by fluid from the knee joint
protruding to the back of the knee). The incident
involving Resident #1 was reported to DOH on
January 11, 2010, five (5) days after the incident
occurmed. .

At the time of the survey, the facility failed to
report this incident that substantially Interferad
with the resident's health and safety to the
Department of Health (DOH) within 24 hours.

3. Review of the form entitled "View Consumer
Incident Forms" on October 27, 2010 at
approximately 10:25 a.m,, revealed Resident #1
was seen by his PCP on October 23, 2009, The
resident had a heart rate of 127, which alarmed
the doctor and was instructed to take the resident
to the emergency room immediately. The
resident was placed on oxygen with discharge
instructions to be seen by a Puimonology for
possible oxygen therapy. '

At the time of the survey, the facility failed to

report this incldent that substantially interfered

with the resident's heaith and safety to the
Department of Heaith {DOH) within 24 hours,

1431 3521.7(b) HABILITATION AND TRAINING 431 353/ 7 ?7(-(4 l{/rn
| .

- The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(b) Toileting {including use of equipment);

This Statute is not met as evidenced by:
Based on observation, interview and regord
review, the GHMRP faiied to ensure residents

Health Regulation Adminjstration
STATE FORM b
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: v

were effectively trained in toileting skills, including
privacy while using the restroom for one of the
five residents (Resident #3) included in the
sample.

The finding inciudes;

Observation on October 27, 2010, at ©:00 a.m.
revealed Resident #3 was sitting on the toilet with
the bathroom door open.  Interview with staff

: revealed that the client needed to be reminded to
i close the bathroom door. There was no evidence
| that Resident #3 had received effective training to
ensure his privacy while using the bathroom,

1500 3523.1 RESIDENT'S RIGHTS 1 500

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on observation, interview and record

review, the Group Home for Persons with Mental

Retardation (GHMRP) failed to observe and

protect the rights of a resident, in accordance

with D.C. Law 2-137 (now Title 7, Chapter 13),

| and this chapter for one of the residents 3 5‘
(Resident #1) included in the sample. 1

The finding includes:

Section 7-1305.05 (g). [Formerly 6-1965] The
facility failed to ensure the resident's right to
receive prompt and adequate medical attention,
as evidenced below;

S AT
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1. Review of the GHMRP's unusual incident
reports/investigations on October 27, 2010
beginning at 9:40 a.m., revealed an internal
investigation dated March 15, 2010 involving
Resident#1. Continued review of the
| investigation revealed Resident #1 was involved
in an incident dated March 7, 2010, According to
the intemal investigation, the staff reported
Resident #1 was unable to stand on his own and
his speech was slurred after dinner on the
aforementioned date. The investigation also
indicated that the direct care assistant called the
GHMRP's "on-call person” to report Resident #1's
medical condition. Further review of the
investligation and interview with the Program
Director on October 27, 2010 at approximately
10:31 a.m., revealad that she was the on-call
person that received the call. According to the
Program Director, she contacted the GHMRP's
nurse who instructed her that the resident shouid
. be transparted to the emergency room. The
; Investigation revealed the on-call person
| (Program Director) transported the resident to
the emergency room at 7:30 p.m. on that
evening, Atthe time of the survey, the Program
Director verifled that she transported Resident #1
to the emergency room for further evaluation and
the resident's discharge diagnoses was that of 2
! stroke,

rd

On October 27, 2010 at approximately 11:52
a.m., Resident #1's medical record was reviewed.
A nursing progress note dated March 7, 2010, at
11:00 a.m., revealed Resident #1 complained of
feeling dizzy after breakfast on the
. aforementioned date. Interview with the Program
Director on the October 27,2010 at approximately
11:52 a.m. revealed that the resident had been
monitored for dizziness for severai weeks but no.
problems had been reported.

Health Regulation Administration
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reveated a physician’s order dated "As of
8/28/110." According to the physician's order, the
resident diagnoses Included Chronic Obstructive
Puimpnary Disease(COPD), Non-Hodgkin's
Lymphoma, Degenerative Joint Disease,
Hypertension and Bowel Obstruction.
Additionally, Resident #1 raceives nebulizer
treatments, and his blood pressure is monitored
on a monthly basis.

At thé time of the survey, the facility failed to
ensure Resident #1 received prompt adequate
medical attention.

2. On October 27, 2010 at approximately 10:52
a.m., a form entitled "View Consumeér Incident
Form" was reviewed, According to the report
Resident #1 was involved in another incident on
January 6, 2010. Further review of the report
revealed the resident had complained of leg pain

fin his calf. Although Resident #1 was seen by his

Primary Care Physician (PCP) on January 4,
2010, he was transported to the emergency room
and diagnosed with Baker's Cysts (swelling
caused by fluld from the knee joint profruding to
the back of the knee).

Review of Resident #1's medical record on
October 27, 2010 at approximately 10:55 a.m.
revealed the following Nursing Progress Notes:

December 31, 2009 - Resident complaining of ieg

w33

pain;

January 1, 2010 - "Still compiaining of leg pain”
January 2, 2010 - "Tried to see Dr., but because
there was construction at Columbia Rd. Health
Center, it was ciosed. Stiil. complaining of a little
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leg pain.”

January 3, 2010 - "5tiil complaining about pain in
his left caif.”

January 4, 2010 - "Seen by Dr., pain reliever
prescribed every 6 hours, monitor for swelling,
elevate with heat 3 times daily. Return to Dr, if
pain worsens." Resident #1 was experiencing
pain in his leg from December 31, 2009 until
January 4, 2010 (five days) before he recetved
medical attention.

At the time of the survey, the facility failed to
ensure Resident{#1 received prompt adeguate

| medical attention,
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